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Anticipating consideration of proposals to reauthorize the 
Older Americans Act during the 112th Congress, this publication 
updates a background paper published by the Forum in 2008. 
OVERVIEW — In 1965, Congress enacted the Older Americans 
Act, establishing a federal agency and state agencies to address the 
social services needs of the aging population. The mission of the Older 
Americans Act is broad: to help older people maintain maximum 
independence in their homes and communities and to promote a con-
tinuum of care for the vulnerable elderly. In successive amendments, 
the Act created area agencies on aging and a host of social support 
programs. The “aging services network,” broadly described, refers to 
the agencies, programs, and activities that are sponsored by the Older 
Americans Act. The Act’s funding for services is supplemented by 
other federal funds, such as Medicaid, as well as state and local funds. 
As the number of older people increases with the aging of the baby 
boom population, the need for a wide spectrum of services is expected 
to place pressure on the aging services network. Research has shown 
that the Act’s programs serve vulnerable older people, yet many more 
are likely to need, but not receive, certain services important to help 
them to live in their own homes. Whether the aging services network 
will be able to sustain its current capacity and fully realize its potential 
will depend on its ability to attract and retain additional resources. Its 
challenges have been heightened by the continuing budget constraints 
faced by state and local governments during stressed economic times. 
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In 1965, when Medicare, Medicaid, and the Older Ameri-cans Act were enacted, people age 65 and older represent-
ed slightly more than 9 percent of the nation’s population. By 
2010, the number of elderly had more than doubled, reaching 
over 40 million people and 13 percent of the U.S. population. 
The first wave of the baby boom generation began to turn 
age 65 in 2011. By 2020, one in six people will be age 65 and 
older. The growing elderly population is a recurrent and per-
sistent theme in policy deliberations on the future of federal 
health, long-term services and supports (LTSS), and income 
security programs. In addition to concern about the fiscal 
pressures affecting Medicare and Medicaid, policymakers 
and practitioners have expressed concern about whether re-
sources available under the Older Americans Act will keep 
pace with the growing elderly population, especially given 
its broad mission and scope of responsibilities. Budgetary 
pressures on domestic discretionary programs may place 
strain on aging services programs at the same time that 
some cohorts of the baby boom population are expected to 
create more demand for services. 
This paper discusses the historical development, functions, and gov-
ernance of the Older Americans Act aging services network. It also 
discusses its service programs and populations served as well as se-
lected service programs administered by the network but financed 
by other sources. (The Appendix summarizes selected aging service 
network service programs.) 
THE OLDER AMERICANS ACT: THE FOUNDATION OF 
THE AGING SERVICES NETWORK
The purpose of the Older Americans Act is to help people age 60 and 
older maintain maximum independence in their homes and commu-
nities, with appropriate supportive services, and to promote a con-
tinuum of care for the vulnerable elderly. The 1965 Act represented a 
DECEMBER 13, 2011 NATIONAL HEALTH POLICY FORUM 
4
turning point in financing and delivering community services to the 
elderly. Before then, federal and state governments played a limited 
role in providing social services and LTSS to older people. 
The Act’s reach has evolved significantly through the years. Initially, 
it created authority for a then-new Administration on Aging (AoA) 
within the U.S. Department of Health and Human Services (HHS)1 as 
well as state agencies to be responsible for community planning for 
aging programs and to serve as catalysts for improving the organiza-
tion, coordination, and delivery of aging services in their states. It also 
created authority for research, demonstration, and training projects in 
the field of aging. Over the succeeding years, Congress expanded the 
scope, authority, and responsibilities of these agencies. The original 
legislation authorized generic social service programs, but in succes-
sive amendments Congress authorized more targeted programs un-
der various titles of the Act to respond to specific needs of the older 
population. In 1973, Congress extended the reach of the Act by creat-
ing authority for sub-state “area agencies on aging” to be responsible 
for planning and coordination of a wide array of services for older 
people, as well as serving as advocates on their behalf. 
Today, the “aging services network” is comprised of 56 state agencies 
on aging, 629 area agencies on aging, 246 Indian Tribal and Native 
Hawaiian organizations, nearly 20,000 service provider organiza-
tions, and thousands of volunteers.2 These agencies are responsible 
for the planning, development, and coordination of a wide array of 
social, LTSS, and health-support services within each state (Figure 
1). The Older Americans Act provides a framework for the delivery 
of a range of services for older people funded not only by the Act but 
also by other federal programs. For example, state and area agencies 
on aging, at a state’s option, administer Medicaid LTSS programs as 
well as services funded by the Social Service Block Grant (SSBG), the 
State Health Insurance Program (SHIP), and the Public Health Ser-
vice Act Alzheimer’s Disease Supportive Services Program, as well 
as state and local funds. In addition, many state agencies on aging 
are responsible for administration of LTSS and other programs for 
younger people with disabilities. 
While the infrastructure created by the Older Americans Act laid the 
foundation for the current aging services network, the law was not 
intended to meet all the community service needs of older people. The 
resources made available under the Act are intended to leverage other 
federal and nonfederal funding sources to serve older people. 
www.nhpf.org
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A relatively small proportion of the older population receives services 
directly funded by the Act. However, the infrastructure created by the 
Act can influence service programs that reach a far larger proportion 
of the older population. Mandates given to state and area agencies on 
aging to act as planning, coordinating, and advocacy bodies can im-
pact policies that affect broader groups of older people. For example, 
state agency on aging efforts to develop LTSS have the potential to 
change service patterns for older people and for younger people with 
disabilities who do not directly receive services funded by the Act. In 
addition, the advocacy functions embedded in the Act’s programs can 
make other programs’ activities more accountable. For example, ac-
tions taken by Older Americans Act-funded long-term care ombuds-
men to assist nursing home residents can improve nursing home care 
financed by Medicaid and Medicare. 
As federal and state governments strive to meet growing needs, 
they have increasingly looked to the aging services network to 
administer new programs and services and to expand the scope 
of their responsibilities. For example, in implementing the Medi-
care Part D prescription drug benefit, the Centers for Medicare & 
FIGURE 1
Major Services Authorized by the Older Americans Act
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Medicaid Services (CMS) drew heavily on the outreach and as-
sistance capabilities of aging services network agencies. Also, in 
recent years, some health care systems have used the expertise 
and resources of the network to provide assistance to help patients 
make successful transitions from hospitals to post-acute care set-
tings and from nursing facilities to their own homes. 
Considering the broad sweep of its mission, the reach of the Act it-
self is constrained by limited resources. Whether the aging services 
network can sustain its current capacity and fully meet its potential 
in the face of growing demand by an increasing older population 
will be influenced by its ability to attract and retain additional re-
sources and by policy decisions of federal, state, and local officials. 
As a result of the economic downturn in recent years, activities of 
many aging services network agencies have been affected by shrink-
ing state and local resources. A 2010 survey of state agencies on ag-
ing found that state programs were experiencing increasing demand 
for services at the same time they were facing budget reductions.3 
Similarly, a 2010 survey of area agencies found that many agencies 
have seen increased client caseloads, instituted waiting lists for ser-
vices, and restricted the number of clients served, as a result of fund-
ing reductions.4
Historical  Development : Expanding Responsibilities of 
the Aging Services Network 
The original 1965 law and subsequent legislation in the 1970s empha-
sized the planning, coordination, and needs-identification functions 
of state and area agencies that continue as major functions today. The 
functions of state and area agencies on aging were designed to be car-
ried out through a “bottom-up” planning process. The development 
of the aging services infrastructure in the early 1970s was partially in-
fluenced by national political trends toward decentralization of deci-
sion-making to state and local governments, exemplified by the New 
Federalism of the Nixon administration.5 It was believed that state 
and area agencies were in the best position to assess the needs of the 
elderly and to plan and coordinate services at their respective levels 
without federal directives on what services to provide. While the pro-
gram goals were determined nationally, the program was to be state- 
administered with a great deal of state and local flexibility. 
www.nhpf.org
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During the early years of implementation, Congress authorized lim-
ited dollars for social services and intended that federal funds were 
to act as catalysts, or “seed money” to draw in state and local (that is, 
non-Older Americans Act) funds to benefit the elderly. The decentral-
ized planning and service model has meant that state and area agen-
cies, working collectively within a state, are largely in control of their 
aging agendas and can be responsive to state and local needs, within 
federal guidelines and funding priorities. However, the flexibility giv-
en to state and area agencies on aging has also led to wide variability 
in the design, implementation, and scope of aging services programs 
they administer, outside the federally authorized Older Americans 
Act programs. Moreover, the aging services network’s success in se-
curing additional resources depends on both the political and eco-
nomic circumstances in individual states and localities and its ability 
to leverage private sector funds. 
As state and area agencies implemented the planning process dur-
ing the 1970s and 1980s, the needs of older people became more 
identified and differentiated. As a result, Congress began to autho-
rize targeted programs to respond to specific needs. (See Figure 2, 
next page, for a timeline of major events in the evolution of the Old-
er Americans Act and related legislation affecting the elderly.) The 
congregate and home-delivered nutrition services programs, cre-
ated to address issues of nutritional inadequacy among the elderly, 
were added to the Act in 1972 and 1978, respectively. The long-term 
care ombudsman program to address quality of care for residents 
of long-term care facilities was added in 1978. In 1987, Congress re-
quired states to devote a portion of Title III services funds to cer-
tain “priority” services: (i) access services, defined as transportation 
services, outreach, information, and assistance to help older people 
obtain services, and case management; (ii) in-home services; and 
(iii) legal assistance. Also in 1987, the disease prevention and health 
promotion program was authorized. In 2000, the family caregiver 
support program was enacted. In the last amendments in 2006, Con-
gress recognized the role that the aging services network can play 
in promoting home and community-based LTSS for people who are 
at risk for institutional care. These amendments required AoA to 
implement Aging and Disability Resource Centers (ADRCs) in all 
states to serve as visible and trusted sources of information on LTSS 
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options and to coordinate and streamline consumer access to ser-
vices (see below for more information on ADRCs). 
STRUCTURE AND FUNDING OF  
THE OLDER AMERICANS ACT 
The Older Americans Act contains seven titles and authorizes myri-
ad service programs. Total federal funding for the Act’s programs in 
fiscal year (FY) 2011 is $1.9 billion. Title III, which authorizes activities 
of state and area agencies, and various service programs, is the major 
component of Older Americans Act funding, representing 70 percent 
of the Act’s FY 2011 appropriation. Figure 3 (p. 10) shows a descrip-
tion of each title and the breakdown of federal funding by title. 
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State and Area Agencies on Aging :  
Functions ,  Governance, and Staf fing 
Since their inception, the major functions of state and area agencies 
on aging have been to advocate for, plan, and coordinate programs 
that will promote “comprehensive and coordinated services systems” 
and “maximum independence and dignity in a home environment 
with appropriate support services” for older people. These agencies 
are also charged with developing a “continuum of care” for vulner-
able older people and to help them remain as independent as possible 
in home and community-based settings.6 
Each state has an agency designated by its governor to plan and co-
ordinate services for older people, develop a statewide plan on aging, 
FIGURE 2:  Acronyms Defined
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* As of fall 2011, HHS has suspended work on implementation of the CLASS Act.
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and administer Older Americans Act programs. State agencies on ag-
ing are required to divide the state into planning and services areas 
(PSAs), and, for all PSAs, designate area agencies on aging that devel-
op area plans on aging. (A few state agencies operate as area agencies 
due to their small geographic size or population density.7) State and 
area agency plans on aging are to reflect how they will meet the needs 
of older people, using Older Americans Act funds as well as other 
funding resources. 
FIGURE 3: Older Americans Act, FY 2011 Appropriations
Total: $1.942 billion
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70.0%
($21.8 million)
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* Also referred to as the Senior Community Service Employment Program 
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† Also referred to as Aging Network Support Activities. Includes funds 
for AoA administration and for health and LTSS programs, including $10 
million appropriated by the Patient Protection and Affordable Care Act 
(Section 2405 of P.L. 111-148) for Aging and Disability Resource Centers 
(ADRCs). ADRCs are authorized under Section 202 of the Older Ameri-
cans Act. Also includes funding for national resource centers for elder 
abuse prevention and long-term care ombudsman programs, the national 
eldercare locator, and other activities.
Note: Not included in this chart is funding appropriated by Section 3302 
of PPACA for various AoA programs to conduct outreach and assistance 
to low-income elderly. Section 3302 appropriated $15 million for area 
agencies on aging for fiscal years 2010–2012; $10 million for ADRCs for 
fiscal years 2010–2012; and $5 million for the National Center for Benefits 
and Outreach Enrollment for fiscal years 2010–2012.
Source: Prepared by the National Health Policy Forum, based on appro-
priations data provided by the U.S. Administration on Aging and the U.S. 
Department of Labor.
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In addition to their advocacy, planning, and coordination roles, area 
agencies provide, or contract with other agencies and organizations 
to provide, a set of service programs. Functions considered “core” 
functions and generally provided directly by area agencies are in-
formation, referral, assistance, and outreach services to help older 
people determine their service needs and options; long-term care 
ombudsman programs that help residents of care facilities resolve 
complaints about their care; and family caregiver and support ser-
vices. Other services generally provided directly by area agencies 
are case management and assessment and development of care plans 
to assist vulnerable older people get the support services they need, 
and benefits counseling to help older people apply for and receive 
benefits from income, health, and LTSS programs. Area agencies 
generally contract with other agencies or organizations to provide a 
number of other services; these are congregate and home-delivered 
nutrition programs, medical and non-medical transportation, legal 
assistance, homemaker, chore, respite care, personal care assistance, 
and adult day care services.8
The majority of state agencies on aging are located in umbrella 
human service and/or health services agencies; the remainder are 
At a Glance: Older Americans Act Structure
Title I Declaration of Objectives. Sets out broad social policy objectives oriented toward improving the lives of all 
older people. 
Title II Administration on Aging (AoA). Establishes AoA within the Department of Health and Human Services (HHS) 
as the chief federal agency advocate for older persons and sets out the responsibilities of AoA and the Assis-
tant Secretary for Aging. Establishes aging network support activities.
Title III Grants for State and Community Programs on Aging. Authorizes activities of state and area agencies on aging 
and funds for supportive and nutrition services, family caregiver support, and disease prevention and health 
promotion activities.
Title IV Activities for Health, Independence, and Longevity. Authorizes research, training, and demonstration projects 
in the field of aging. 
Title V Community Service Senior Opportunities Act. Authorizes funds to support part-time employment opportunities 
for unemployed low income people age 55 and older who have poor employment prospects. 
Title VI Grants for Native Americans. Authorizes grants for supportive and nutrition services to American Indians, 
Alaskan Natives, and Native Hawaiians. 
Title VII Vulnerable Elder Rights Protection Activities. Authorizes funds for the long-term care ombudsman program and 
services to prevent elder abuse, neglect, and exploitation.
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independent departments or commissions of state government.9 The 
governance of area agencies varies widely. About 42 percent are in-
dependent non-profit agencies, about 30 percent are part of city or 
county governments; and about 23 percent are part of councils of 
government or regional planning and development agencies. The 
remainder are located in colleges, community action agencies, and 
other organizations.10 
Staffing patterns of state and area agencies vary considerably based 
on each state’s older population and the type and budgets of pro-
grams they administer. The staffing of state agencies on aging cluster 
around two ranges: about 33 percent of state agencies report between 
21 and 75 full-time equivalent (FTE) staff and 41 percent, 126 or more 
FTEs.11 Staffing of area agencies range from small staffs of just a few 
people, especially in rural states or rural areas within a state, to very 
large staffs of one-hundred or more in major metropolitan areas. In 
part, this reflects state policy decisions regarding geographic dis-
tribution of area agencies, the dispersion of the elderly population 
within a state, and funding. In FY 2010, the 629 area agencies on ag-
ing were staffed by over 23,000 paid staff in total; volunteers working 
in aging services programs numbered over 29,000 people.12 
Variation on a theme — While all state and area agencies carry out ad-
vocacy, planning, and coordination functions, and administer core 
service programs, some observers have pointed to the wide vari-
ability in the design, implementation, and scope of aging services 
available to older people among states and across communities. The 
variation in the governance as well as the staff and resources avail-
able contribute to wide differences in capacity among these agencies. 
For many social service programs, national standards or guidelines 
for best practices do not exist.13 This can present challenges to state 
and local aging services administrators who may seek to achieve or 
approximate effectiveness as measured by any defined standards. 
To address this variability AoA has, in recent years, encouraged 
state and area agencies to use evidence-based programs that have 
been proven by objective data to be effective, including in areas of 
health promotion and education and services to help older people 
transition from hospitals to post-acute care. (See sections below on 
Disease Prevention and Health Promotion and Aging and Disability 
Resource Centers.) However, evidence-based programs do not exist 
for many aging services programs. 
www.nhpf.org
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Targeting the Vulnerable Older Population
Older Americans Act services are available to all people age 60 and 
over who need assistance, but the law requires that services be tar-
geted to those with the greatest economic or social need.14 (In certain 
instances people under the age of 60 may receive services.15) In suc-
cessive amendments, Congress has added specific groups of older 
people to be targeted: those with low-income, members of minority 
or ethnic groups, older people living in rural areas, those at risk for 
institutional care, and those with limited English proficiency.16
Means testing—considering a person’s income, assets, savings, or 
personal property as a condition of receiving services—is prohibit-
ed.17 Participants are encouraged to make voluntary contributions for 
services they receive. In addition, states may implement cost-sharing 
policies for certain services (such as homemaker, personal care, or 
adult day care services) on a sliding fee scale, based on income and 
the cost of services. Where such policies exist, older people may not 
be denied services due to failure to make voluntary contributions or 
cost-sharing payments. 
Although the distribution of Title III funds to states is determined on 
the basis of age alone, state and area agencies determine how to serve 
the target populations that are defined by federal law. A variety of 
methods are used to target services, including location of services in 
areas where vulnerable people reside, as well as strategic outreach to 
low-income and minority older people. Some services are targeted 
to vulnerable groups by definition. Examples of these, the long-term 
care ombudsman program, family caregiver support services, and 
home and community-based LTSS, are discussed below.
Population served — For FY 2010 AoA data show that about 5.1 percent 
of the 57.8 million people age 60 and older, or almost 3 million people, 
received services funded by the Act, such as home-delivered meals, 
home care, personal care, or case management services, on a regular, 
or intensive, basis.18 A larger proportion—about 14 percent of the older 
population, or almost 8 million people—received other services, such 
as transportation, information and assistance, or congregate meals, 
on a less-than-regular or -intensive basis.19 Even though a small num-
ber overall receives services, vulnerable older people are more likely to 
receive Title III services, as measured by poverty and minority status. 
Of all people served under Title III programs in FY 2010, 30 percent of 
those who received services on a regular or intensive basis had income 
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below the federal poverty level (FPL), compared with 9.5 percent in the 
U.S. population age 60 and over. About 25 percent of clients were mem-
bers of a minority group, compared with about 22 percent in the U.S. 
population age 60 and over.20 
Title III participants are more likely to be among the oldest popula-
tion groups and to have multiple chronic conditions and functional 
impairments. Analysis of AoA data by Mathematica Policy Research, 
Inc., found, for example, that 37 percent of Title III congregate nutrition 
participants, and 36 percent of transportation participants were in the 
oldest age category (age 75-84 years) compared with only 24 percent 
in that same age group in the overall national population. Participants 
in selected Title III services, such as homemaker services, home-deliv-
ered meals, and case management programs, were more likely to have 
multiple chronic conditions and limitations in activities of daily living 
(ADLs), than other older people.21 
SERVICES AUTHORIZED BY  
THE OLDER AMERICANS ACT
Title III authorizes four service programs: supportive services, nutri-
tion services, family caregiver support, and disease prevention and 
health promotion activities (see also Appendix for a summary). Title 
VII authorizes the long-term care ombudsman program, and activi-
ties to prevent elder abuse, neglect, and exploitation. The following 
section discusses selected major services programs, including avail-
able data on participant characteristics. 
Evaluation studies, where they exist or are underway, are briefly de-
scribed under individual service programs. With a few exceptions, 
however, evaluations are limited to overviews of program implemen-
tation, or are dated. 
Distribution of Funds and Non-Federal  
Matching Requirements 
AoA distributes Title III and Title VII funds to states according to 
population-based formulae. Except for family caregiver support 
services, each state receives Title III allotments for services propor-
tionate to its population age 60 and over, compared with the total 
U.S. population age 60 and over. Family caregiver support program 
funds are allotted based on states’ proportionate population age 70 
www.nhpf.org
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and over. States allocate Title III funds to area agencies on aging 
based on a state-determined formula, which is generally a combina-
tion of population factors such as age, income, and racial or ethnic 
status of the older population throughout the planning and service 
areas of the state. 
In general, states are required to provide matching funds to use fed-
eral Older Americans Act services funds. For supportive and nutri-
tion services grants, states are required to provide 15 percent and for 
family caregiver grants, 25 percent, in state matching funds, as a con-
dition of receiving federal funds. States may support long-term care 
ombudsman services with Title III and Title VII funds; in the case of 
Title III, a 15 percent state matching amount is required and, for Title 
VII, no matching amount is required. State and local communities 
often provide additional funds, above the federal requirements, to 
spread Older Americans Act funds more widely. In addition, volun-
tary contributions from older people to pay part of the costs of some 
services, especially for the congregate and home-delivered nutrition 
programs, augment federal, state, and local funds. 
Suppor tive Services :  Helping Older People  
Remain Independent in Their Communities 
The supportive services program funds social services aimed at help-
ing older people remain independent in their own homes and com-
munities. Unlike other programs under the Older Americans Act that 
target a specific service, this program funds a wide range of services. 
These include services to help older people access services (such as 
information and assistance and transportation) as well as home and 
community-based LTSS (such as personal care, homemaker, chore, 
and adult day care services). Due to its limited funding, the amount of 
services the program can buy is relatively small. 
Figure 4 (next page) shows FY 2010 federal expenditures for major 
services funded by the supportive services funding stream—access 
services and home and community-based LTSS —and other services 
funded by Title III and Title VII. (Note: Federal expenditures shown 
differ from appropriations for individual programs in part because 
states can transfer appropriated funds between programs.22) 
Information, assistance, and outreach — Central to the mission of the 
state and area agencies on aging is their role in providing infor-
mation, assistance, and outreach services in order to act as access 
In general, states are required to 
provide matching funds to use 
federal Older Americans Act 
services funds.
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points for aging services programs for older people and their fami-
lies. Area agencies on aging are tasked with providing convenient 
and direct access to information and referral services to help older 
people identify, understand, and effectively use services available 
in their communities. According to AoA data, about 2,700 informa-
tion and referral and assistance organizations across the country 
are supported by Title III supportive services funds.23 In FY 2010, 
total expenditures for information, assistance, and outreach by ag-
ing network agencies were $178 million, with $67 million, about 38 
percent, from Title III funds.24 
A 2010 survey of area agencies found that over 90 percent provide 
information and assistance directly, rather than contracting with 
another agency.25 Other data indicate that almost half of area agen-
cies provide toll-free telephone lines. On average, each area agency 
FIGURE 4
Older Americans Act: Federal Expenditures for  
Services Authorized by Title III and Title VII, FY 2010
Total: $1.041 billion
Note: Expenditures for disease prevention and 
health promotion not readily available. In 2009, this 
spending was 2 percent of the total. Also, federal 
expenditures shown differ from appropriations for 
individual programs in part because states can 
transfer appropriated funds from some programs 
to others.
Source: Prepared by the National Health Policy Fo-
rum, based on AoA data on federal expenditures for 
services reported by state agencies on aging. Does 
not include other federal or state and local funds.
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handles over 13,000 information and assistance calls annually, and 
most screen clients for their eligibility for home and community-
based services programs.26 Area agency information and assistance 
providers are sometimes recruited to assist in special outreach ef-
forts. For example, they devoted considerable effort to provide Medi-
care beneficiaries information and assistance to help them enroll in 
the Medicare Part D prescription drug benefit. 
Transportation services — Transportation services is the largest catego-
ry of Title III supportive services spending, accounting for almost 
$74 million in FY 2010. Title III funds constitute a little more than a 
third of all transportation funding managed by area agencies. 
An analysis of Title III FY 2009 data show that transportation ser-
vice recipients are in the oldest age categories and are more likely to 
live alone than their peers nationally. For example, although only 8 
percent of older people nationally were age 85 and older, more than 
one-quarter of Title III transportation recipients were age 85 and 
older. More than two-thirds of recipients lived alone, compared with 
a little more than one-quarter nationally. Recipients also tended to 
have numerous health problems: more than 80 percent had four or 
more chronic conditions.27 Other data show that over half of recipi-
ents said they had no vehicle available in the household, and 43 per-
cent reported that they relied on these services for virtually all their 
local transportation needs. About one-third of recipients used Title 
III-funded transportation more than 12 times per month.28 
Focus groups with area agency staff, conducted as part of a support-
ive services program evaluation, found that transportation services 
were in short supply in certain areas, especially inner cities and ru-
ral areas, and that volunteers and waiting lists were being used to 
manage demand.29 A 2011 GAO report found that the need for trans-
portation services by older people is significant, especially among 
women, those who are age 80 or older, or those living below the pov-
erty threshold. GAO reported a substantial need for transportation 
that cannot be met by state and local programs.30 
Home care services — State agencies on aging are required to devote 
some of their Title III funds to home care services, including home-
maker, chore, and personal care services. Almost 300,000 people re-
ceived Title III-funded personal care, homemaker, or chore services 
in FY 2010.31 Recipients are a particularly vulnerable group. An analy-
sis of Title III FY 2009 data show that about 91 percent of homemaker 
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service recipients had four or more or chronic conditions; of those 
with multiple chronic conditions, about 42 percent had three or more 
limitations in ADLs. Almost 70 percent of homemaker services re-
cipients lived alone and almost three-quarters were age 75 or older.32 
In FY 2010, total expenditures for home care services by aging net-
work agencies were $527 million, with about $51 million, or almost 10 
percent, from Title III funds. Most of the funding for home care servic-
es comes from other sources, primarily Medicaid home and commu-
nity-based waiver funds. Although the amount of funding devoted to 
home care is a small fraction of the amount spent under Medicaid and 
Medicare, the Title III program has the flexibility to serve people who 
may not otherwise be served under those programs. Because Older 
Americans Act services may be provided without the income and as-
set restrictions required under Medicaid, and without the restriction 
that beneficiaries need skilled care under Medicare, Title III funds 
may be used to fill gaps left by these other programs. 
Evaluation — A 2006 evaluation of the supportive services program 
that primarily used AoA data concluded that the program serves a 
particularly vulnerable population. Moreover, analysis of data over 
a four-year period showed that for some services, such as home care 
and transportation, the proportion of vulnerable elderly (as mea-
sured by activity limitations and living alone status) increased. The 
evaluation also pointed out that agencies on aging use federal funds 
to leverage a substantial amount of non–Older Americans Act funds. 
According to this study and AoA data, for every $1 in federal funds, 
state and area agencies on aging supplement with more than $2 from 
other funding sources.33 
Nutrition Services Program:  
Serving an At-Risk Population 
Many older people are at high risk for hunger and food insecurity. 
Food insecurity is defined as being uncertain of having, or unable to 
acquire, enough food for all household members because of insuf-
ficient money or other resources for food.34 Using data from the Cur-
rent Population Survey’s Food Security Supplement, a GAO analysis 
reported that almost one-third of elderly households with income 
less than the poverty level, and about 19 percent of households with 
income less than 185 percent of poverty, were food insecure.35 Other 
research shows that in recent years, the number of elderly facing 
www.nhpf.org
19
BACKG ROUND 
PA P E R  NO. 83
poor nutrition and hunger has been increasing.36 Being poor, hav-
ing low education, and living alone are indicators of risk for poor 
nutrition. Older people lacking adequate nutrition are more likely to 
suffer from poor health and to have functional limitations.37 
The elderly nutrition program, the oldest—and perhaps most well-
known Older Americans Act service—is intended to address the 
nutritional problems of older people by providing meals in con-
gregate settings, such as senior centers and churches (the “congre-
gate meals” program), and meals to frail older people in their own 
homes (the “home-delivered meals” program). The purposes of the 
program are to reduce hunger and food insecurity, promote social-
ization among older people, provide meals to the homebound, and 
delay the onset of adverse health conditions among older people 
that result from poor nutritional health or sedentary behavior. In-
directly, the program acts as income support for many poor and 
near-poor older people by providing food that they would other-
wise purchase (in groceries or at restaurants). The program has the 
potential to improve older people’s health by offering nutritionally 
adequate meals in compliance with USDA guidelines.38 It also can 
offer nutrition counseling and education, though access to these 
services is quite limited.
AoA has recently awarded funds to establish a National Resource 
Center on Nutrition and Aging, which is tasked with building the 
capacity of the aging services network to provide nutrition services 
for both current and future older adult populations. The Center is 
expected to provide training and technical assistance to the aging 
services network, including scientific and clinical evidence that sup-
port nutrition services.39
Funding and meals provided — The program represents about 42 per-
cent of the Act’s total FY 2011 funding. In FY 2010, about 2.6 million 
people received 242 million meals; 60 percent of meals were served 
to frail older people living at home, and 40 percent were served in 
congregate settings.40 In recent years, the growth in the number of 
home-delivered meals has outpaced congregate meals. A number of 
reasons account for this trend, including efforts by states to transfer 
funds from their federal congregate services allotments to home-
delivered services (as allowed by the law), state initiatives to expand 
services to frail older people living at home, and successful leverag-
ing of nonfederal funds for home-delivered meals services. In some 
cases, due to state or local budget reductions, home-delivered meals 
The nutrition services program 
represents about 42 percent of 
the Older American Act’s total 
FY 2011 funding.
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programs have been preserved at the expense of congregate meals 
programs. 
Recipients — As shown in Table 1, recipients are older, more likely to 
live alone and have income below or near poverty, compared to all 
adults age 60 and over. Nutrition recipients are also very likely to suf-
fer from multiple chronic conditions, with home-delivered meals re-
cipients frequently experiencing three or more ADL limitations.41 
Unmet Need for Nutrition Services — Until recently data on the unmet 
need for nutrition services generally have been elusive. However, a 
2011 GAO report has shed some light on the issue of unmet need. 
It found that about 9 percent of low-income older adults received 
Older Americans Act meals services but many more were likely to 
Recipient Characteristics
Congregate  
Nutrition Recipients
Home-Delivered  
Nutrition Recipients
U.S. Adults 
Age 60 and Older
Age 75 or Older 57% 70% 32%
Living Alone 48% 56% 27%
Income Below, At, or 
Near Poverty*
33% 52% 15%
Four or More Chronic 
Conditions
71% 83% N/A
Three or More ADL 
Limitations and Presence 
of Chronic Conditions
9% 31% N/A
TABLE 1: OAA Nutrition Service Recipients: 
Age, Income, and Health Status, FY 2009
 * Income below, at, or near poverty refers to households in $5,000 income bands that include or are below the federal 
poverty  guideline. This includes households for one- or two-person households with income less than $15,000 per 
year in 2009.
Source: Based on an analysis of a sample of randomly selected Title III recipients in 2009: Norma Altshuler and Jody 
Schimmel, Mathematica Policy Research, Inc. “Aging in Place: Do Older Americans Act Title III Services Reach Those 
Most Likely to Enter Nursing Homes?” Research Brief No. 1, July 2010, www.aoa.gov/aoaroot/program_results/docs/2010/
AoA_1_NursingHomes_041311.pdf;  Rebecca Kleinman and Leslie Foster, “Multiple Chronic Conditions Among OAA 
Title III Program Participants, “  July 2011, www.aoa.gov/AoARoot/Program_Results/docs/2011/AoA4_Chronic_508.pdf.
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need them due to financial constraints or other difficulties. About 89 
percent of low-income older adults who were considered food inse-
cure did not receive either congregate or home-delivered meals. The 
report also indicated almost 90 percent of older people who were 
limited in two or more ADLs did not receive home-delivered meals. 
A number of factors may contribute to non-receipt of needed ser-
vices. Some older people may not know these services exist or that 
they might be eligible, and, especially in the case of home-delivered 
meals, agency budgets do not allow expansion of services to meet 
identified needs.42 
While national data on waiting lists for nutrition services do not ex-
ist, recent surveys of state and area agencies on aging have indicated 
that the requests for these services have increased in some areas.43 
Even with increased requests, the national economic downturn has 
caused many aging service providers to reduce services.44 For exam-
ple, GAO found that since the beginning of the economic downturn 
almost 80 percent of local aging service providers have experienced 
increased requests for home-delivered meals.45 
Evaluation — The most recent major evaluation of the nutrition pro-
gram is dated. Completed in 1996 by Mathematica, it found that the 
program is an important part of participants’ overall nutrition, and 
that meals consumed were the primary source of daily nutrients. Par-
ticipants were more likely than the general older population to have 
health and functional limitations that placed them at nutrition risk.46 
AoA has another national evaluation underway, also being conducted 
by Mathematica, that will include a participant outcome study, a cost 
analysis of meal services, and a review of program administration by 
state and area agencies and local service providers. The participant 
outcome study will include a matched comparison group and will 
measure nutrition, health and well-being, food insecurity and hun-
ger, and socialization outcomes. Meals cost data will be measured by 
labor, food, and supplies costs and method of meal production.47 The 
evaluation is not expected to be completed for several years. 
Family Caregiver Services :  
Serving Multiple Generations Through One Program
The vast majority of the elderly with long-term supportive care needs 
receive care from their families and other informal, unpaid caregiv-
ers. Millions48 of caregivers provide informal, unpaid care to older 
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people and younger adults who need assistance due to a physical, 
cognitive or mental impairment. The aging of society is expected to 
exacerbate demands on family caregivers and increase the number 
of families who will be called on to provide care. Because caregiving 
responsibilities often lead to physical and emotional stress, and be-
cause of the increasing numbers of caregivers, many people consider 
the stress of caregiving to be a health issue of growing concern. 
Services provided — The National Family Caregiver Support Program 
(NFCSP), authorized under Title III of the Act, provides grants to 
state agencies on aging that award funds to area agencies on aging 
for caregiver support.49 Services authorized include information and 
assistance about available services, individual counseling, organi-
zation of support groups and caregiver training, respite services to 
provide families temporary relief from caregiving responsibilities, 
and supplemental services (such as home care and home adapta-
tions) on a limited basis to complement care provided by family and 
other informal caregivers. Aging network funding for family care-
giver support in FY 2010 totaled $188 million, with most (63 percent) 
from Title III. Almost half of all funding was spent on respite care, 
with the remainder spent on access assistance, counseling, support 
groups, caregiver training, or other assistance.50
Recipients — The number of caregivers served is small compared with 
the estimated number of caregivers nationwide. Annually about 
600,000 caregivers receive assistance through the program. In 2009, 
about 80 percent of caregivers served received information about, 
or help receiving, services; 60 percent received supplemental goods 
or services, such as canes or walkers, emergency response systems, 
or nutritional supplements for care recipients; half received respite 
services; and one-third participated in training, counseling or sup-
port groups.51 
The program supports caregivers of all ages. About 47 percent of care-
givers are adult children caring for a parent; 39 percent are spouse 
caregivers; and 14 percent are grandchildren, or other relatives or 
friends. Spouse caregivers are a particularly vulnerable group; most 
are older than 70, in fair or poor health, and have a health condition 
or disability that affects their ability to provide care. The majority of 
caregivers provide care to people who have significant physical or 
cognitive disabilities.52 
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Program results and evaluation — A 2004 survey regarding the initial 
years of implementation conducted with state officials found that 
the program had increased the range of caregiver support that state 
and area agencies on aging offer. However, programs were found to 
be uneven across and within states. While states and area agencies 
have set up initiatives to coordinate the program with other home 
and community-based LTSS programs, a major barrier cited was dif-
fering eligibility requirements and administrative authorities. State 
officials interviewed pointed to the need for better coordination of 
caregiver services with social services programs, the importance of 
developing methods to uniformly assess caregiver needs and pro-
vide caregiver training, and the need for additional funding for re-
spite care services.53 
Other than the 2004 survey, little evaluative information is available. 
Some information is available in a survey of Title III recipients; it 
found that 80 percent of caregivers rated services they received very 
highly, most saying that the services allowed them to provide infor-
mal care longer than they otherwise would have, and that the sup-
port they received helped them deal with the strain and difficulties 
involved in caregiving.54 AoA has a national evaluation underway. 
A design contract was awarded to the Lewin Group, Inc., and the 
design phase is in process. 
Disease Prevention and Health Promotion Activities :  
Straining to Have Broader Reach 
At least 60 percent of the elderly have multiple chronic conditions,55 
and most health care spending is for people with chronic conditions.56 
Although the primary way the Older Americans Act addresses dis-
ease prevention and health promotion activities is through the nu-
trition services program, Congress has authorized specific funds for 
these activities as part of Title III (under subpart D). Appropriated at 
$21 million in FY 2011, disease prevention and health promotion ac-
tivities are one of the smallest Older Americans Act programs. States 
use these funds to support health promotion activities at various 
community venues, such as senior centers and congregate nutrition 
sites, among others.
The types of activities that state and area agencies support with 
these funds vary widely. According to an assessment of eight pro-
grams completed for AoA, aging services network health promotion 
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activities include both group services, such as physical fitness and dia-
betes control classes and arthritis and nutrition education, as well as 
more individualized services, such as medical and dental screening, 
nutrition counseling, medication management consultation, and im-
munizations. Area agencies work with a range of public and private 
health and social services organizations in planning and delivering 
these services.57 
According to an AoA program assessment, providing these services 
presents a number of challenges. Although the Older Americans Act 
is intended to provide seed money for its programs, state and area 
agencies have found it particularly difficult to leverage other fund-
ing for health promotion and disease prevention activities. In ad-
dition, not being able to sustain funding is a major impediment to 
continuing programs once they are initiated.58 In recent years, some 
state agencies on aging have been working with state Medicaid pro-
grams to use Medicaid matching funds to help sustain their disease 
prevention and health promotion initiatives. 
To complement its formula-based grant program for disease preven-
tion and health promotion, in recent years AoA has awarded discre-
tionary grants funds to states and community agencies to help them 
develop programs based on evidence-based disease protocols. In 
part, these programs have been developed using research supported 
by the National Institutes of Health (NIH), the Agency for Health-
care Research and Quality (AHRQ), and the Centers for Disease 
Control and Prevention (CDC). The aim of the projects is to imple-
ment low-cost interventions that have proven effective in reducing 
the risk of disease, disability, and injury among older people. Pro-
grams are focused on a number of areas, including chronic disease 
self-management, falls prevention, physical activity, and depression. 
Through this grant program, state and area agencies are developing 
collaborative relationships with a variety of entities such as com-
munity agencies, public health departments, universities, physi-
cians, and health plans. AoA has awarded its discretionary grants to 
states and community agencies to implement evidence-based health 
promotion programs, such as the Chronic Disease Self-Management 
Program (CDSMP),59 and falls prevention programs, such as A Mat-
ter of Balance,60 among others. A survey of area agencies indicated 
that about 82 percent are involved in implementation of these types 
of programs. 
Although the Older Americans 
Act is intended to provide seed 
money for its programs, state 
and area agencies sometimes 
find it difficult to sustain 
funding for programs after they 
are initiated.
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Even with these steps, increased support for health promotion and 
disease prevention initiatives may be needed as policymakers dis-
cuss ways to control costs for older people with chronic illnesses. 
As with other aging services network programs, a key issue is to 
identify effective and self-sustaining strategies.
Long-Term Care Ombudsman Program:  
Protec ting Resident Rights 
For many years, policymakers have been concerned about the qual-
ity of care in various types of residential care facilities. While most 
attention has been directed at nursing home quality, Congress has 
also been concerned about care in other residential facilities, such as 
assisted living facilities and “board and care” homes. The primary 
way the federal government oversees quality of care in Medicare- 
and Medicaid-certified nursing homes is through enforcement of a 
series of requirements enacted in the Omnibus Reconciliation Act 
of 1987 (OBRA 1987) and subsequent amendments. Licensure and/
or certification of residential care facilities other than nursing homes 
are the province of state government.61 
A complementary way to address quality of care in nursing facili-
ties is through protection of resident rights and consumer advocacy, 
which Congress established through the Older Americans Act. In 
1978, Congress enacted a requirement that state agencies on aging 
establish an ombudsman program to advocate for, and protect the 
rights of, residents of long-term care facilities. In the 1987 Older 
Americans Act amendments, Congress gave more prominence to 
the program by adding a separate authorization of appropriations 
for the program. And in 1992, Congress added a new title to the Act 
for vulnerable elder rights protection activities. Facilities that come 
under the purview of ombudsmen include not only nursing homes 
but also assisted living facilities, board and care homes, and other 
similar adult residential care settings. All states, the District of Co-
lumbia and Puerto Rico, administer an ombudsman program. In 
most states the program is administered by state agencies on aging; 
in eight states, program administration is contracted to entities out-
side state government.62
The functions of the ombudsman program are quite broad and 
include investigating and resolving resident complaints; provid-
ing services to protect resident health, safety, welfare, and rights; 
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representing the interests of residents before gov-
ernmental agencies; seeking administrative and 
legal remedies to protect their rights; and provid-
ing consumer education. Funding for the program 
is rather modest considering its broad responsibil-
ities, and the program relies on citizen volunteers 
to carry out its mission.63 Some observers have 
raised concerns about the capacity of the program 
to meet its legislative mandate, given the low level 
of federal funding and paid staffing. 
In FY 2010, total program support was $87.7 mil-
lion with 51 percent from the Older Americans 
Act. (see Figure 5). Significant support—42 per-
cent—comes from state and local sources, well 
over the amount required by federal law to receive 
federal matching funds.64 Because of the signifi-
cant contributions of unpaid ombudsman volun-
teers, the program’s effective resources are higher. 
The amount spent by the program nationally from 
both federal and state sources in FY 2010 is the equivalent of about 
$30 per bed annually.65 
(For an in-depth analysis of the ombudsman program, see Forum 
background paper, “The Role of Ombudsmen in Assuring Quality 
for Residents of Long-Term Care Facilities: Straining to Make Ends 
Meet,” by Carol V. O’Shaughnessy, December 2, 2009, available at 
www.nhpf.org/library/details.cfm/2767.) 
BEYOND THE OLDER AMERICANS ACT 
Over the years, many state and area agencies have broadened their 
responsibilities beyond the administration of Older Americans Act 
funds. This is exemplified especially in their management and re-
design of home and community-based LTSS financed by Medicaid 
and state funds. In addition, many aging services network agen-
cies administer Social Service Block Grant (SSBG) funds for elder 
abuse prevention, the State Health Insurance Program (SHIP), Pub-
lic Health Service Act funds,66 and state general revenue funds for 
myriad services for older people, and programs for younger people 
with disabilities. (See Appendix for examples of other aging services 
programs.) 
FIGURE 5 Long-Term Care 
 Ombudsman Spending, 2010
 
       Total: $87.6 million
Source:  Prepared by the National Health Policy Forum based on data in 
AoA, 2010 National Ombudsman Reporting System Data Tables, table A-9, 
available at www.aoa.gov/AoARoot/AoA_Programs/Elder_Rights/Ombudsman/
National_State_Data/2010/Index.aspx.
Federal 
Older Americans Act
$45.0 million (51.3%)
Other
$5.8 million (6.7%)
State and
Local 
$36.8 
million
(42.0%)
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Management and Redesign of LTSS
As a result of the planning efforts undertaken by state agencies on 
aging during the 1970s and 1980s, it became clear to state aging ad-
ministrators that home and community-based services for vulner-
able older people were underdeveloped and that a “continuum of 
care,” as envisioned by the Older Americans Act, did not exist. At 
the same time, the federal government had been giving more policy 
attention to “alternatives to institutional care” through various dem-
onstration programs.67 Moreover, states were concerned about grow-
ing Medicaid and state spending for nursing home care and wanted 
to place more attention on reducing—or at least controlling—the rate 
of increase in expenditures for institutional care. They also wanted 
to become more responsive to the preferences of the frail elderly and 
other adults with disabilities for care in home and community-based 
settings rather than in institutions. As a result, some states to begin 
to focus more attention on developing home and community-based 
care options that could prevent or delay institutional care. 
Calls by advocates and policymakers for greater access to a wider 
range of home and community-based care led Congress to enact the 
Medicaid section 1915(c) home and community-based waiver pro-
gram in 1981. The program permits the Secretary of HHS to waive 
certain Medicaid statutory requirements, thus allowing states to 
provide a wider range of home and community-based services for 
the elderly and other groups than were otherwise available for Med-
icaid reimbursement. The waiver program allows states to control 
the budget for these services by targeting specified groups and by 
providing services on a less-than-statewide basis. Implementation 
of waivers during the 1980s and 1990s began to change the fabric 
of LTSS as states developed a broad span of services, such as care 
management, home care, adult day care, and respite care, to meet 
the needs of vulnerable populations living in the community. The 
program provides an opportunity to alter what some refer to as 
Medicaid’s “institutional bias.” Prior to the waiver program, care in 
Medicaid-financed nursing homes and other institutions was often 
the only option for elderly and other groups with LTSS needs and 
limited income and resources. 
Administrators and advocates for the elderly recognized that their 
ability to provide home and community-based services could be 
significantly augmented by access to Medicaid funds. The ag-
ing infrastructure proved to be a ready-made network for waiver 
DECEMBER 13, 2011 NATIONAL HEALTH POLICY FORUM 
28
implementation. Many state governments began to assign respon-
sibility for administration and day-to-day management of the 
Medicaid waiver services program to state agencies on aging. Of-
ten, state agencies on aging designated area agencies on aging to 
deliver waiver services, including case management, assessment 
of individuals’ care needs, and development of care plans. Medic-
aid now represents a significant part of funding for both state and 
area agencies on aging. A 2010 survey of state agencies on aging 
found that, after the Older Americans Act and state appropriations, 
Medicaid represented their third largest source of funding.68 A 
similar finding was made by GAO with respect to funding for area 
agencies. Forty-two percent of area agency funds were from Older 
Americans Act sources; 24 percent from state funds; and 10 percent 
from Medicaid home and community-based waivers; and the bal-
ance from other federal, state, local, and private funds.69  
Throughout most of the aging network, administration of Medicaid 
waiver programs is now a core component of aging services. Ac-
cording to a 2010 survey, state agencies on aging in 32 states were 
the designated operating agencies for one or more Medicaid home 
and community-based waiver program. About half of state agencies 
on aging also administer state-only funded home and community-
based services for the elderly.70
In addition to management of Medicaid waiver programs, some state 
agencies on aging have been instrumental in redesigning their state 
LTSS programs by making broad policy changes, using Medicaid 
funds for home and community-based services in combination with 
Older Americans Act and state funds. LTSS redesign has taken vari-
ous approaches including (i) consolidating administrative structures 
and financing with the aim of redirecting service delivery toward 
home and community-based services from institutional care, and (ii) 
restructuring the delivery of LTSS to help consumers more easily 
access services. 
Some states have redesigned their systems by consolidating policy, 
financing, and administration into one single state agency that has 
control of, and is accountable for, all LTSS resources. In these cases, 
one agency is responsible for not only planning and development 
of LTSS policy, but also administration of eligibility determination, 
financing, regulation, service delivery, and quality for both institu-
tional and home and community-based services. Consolidation al-
lows state administrators to balance resources among all services 
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and to shift funds from institutional care to home and community-
based services. 
Aging and Disability Resource Centers — Navigating the care system, 
with its complex range of services and differing eligibility require-
ments for each program, is often a challenge for older people and 
their families. Over the past decade, an increasing number of states 
have restructured the delivery of LTSS through the development of 
single points of entry/no wrong door (SPEs)/NWD. SPEs/NWD are 
intended to provide consumers smooth access to LTSS through one 
agency or organization which considers the range of care alterna-
tives and helps people make decisions about the best and most fea-
sible care alternative. 
These initiatives have been spurred on through the use of AoA and 
CMS discretionary grants to states to create Aging and Disability 
Resource Centers (ADRCs). The purpose of the ADRC program is 
to help people of all ages, disabilities, and income levels more eas-
ily access LTSS through SPEs/NWD, and make more efficient use 
of care options, and maximize choice of available services. In 2006, 
Congress formally recognized the ADRC program in amendments 
to the Older Americans Act (P.L. 109-365). The law requires AoA to 
implement ADRCs in all states. ADRCs are tasked with providing 
personalized counseling to assist individuals and their families with 
care choices; developing a single integrated approach to LTSS intake, 
assessment, assessment and eligibility determination; and serving 
as convenient entry points for all public and private LTSS programs.
Some ADRCs are also involved in care transition services, that is 
helping people transitioning from one setting of care to another or 
from one public program payer to another. The purpose of care tran-
sition programs is to help people avoid unnecessary placement in 
nursing facilities or other institutions or readmission to hospitals, 
and to provide for continuity of care through the transition pro-
cess. AoA has specified that state ADRC grant recipients involved in 
care transition services must use an evidence-based care transition 
model; choices include the Care Transitions Intervention,71 the Tran-
sitional Care Model (TCM),72 Guided Care,73 and Geriatric Resources 
for Assessment and Care of Elders (GRACE),74 among others. 
(For more information on the ADRC program, see NHPF background 
paper, “Aging and Disability Resource Centers (ADRCs): Federal and 
State Efforts to Guide Consumers through the Long-Term Services 
Over the past decade, an 
increasing number of states have 
restructured LTSS delivery by 
offering single points of entry or 
“no wrong door” systems.
DECEMBER 13, 2011 NATIONAL HEALTH POLICY FORUM 
30
and Supports (LTSS) Maze,” by Carol V. O’Shaughnessy, November 
19, 2010, www.nhpf.org/library/details.cfm/2835.)
Prevention of Elder Abuse, Neglec t ,  and Exploitation 
Abuse, neglect, and exploitation of older adults in their own homes 
and other non-institutional settings is a largely unrecognized, but 
growing, problem. Types of abuse or neglect include physical, emo-
tional, or sexual abuse; neglect (or self-neglect); financial exploitation; 
and abandonment.75 Although data on the full extent of the problem 
nationally are elusive, in a 2011 report GAO found that the most re-
cent study on abuse estimated that 14.1 percent of non-institutional-
ized older adults had experienced physical, psychological, or sexual 
abuse, neglect, or financial exploitation in the past year. This study 
and others do not provide a full estimate of the extent of abuse, and 
many cases of potential abuse may go unreported to officials.76 
Data on abuse have not been measured consistently.77 Various re-
ports, however, have pointed to increases in the extent of the prob-
lem. A recent study of the impact of the economic downturn on state 
aging programs found that states had received increased calls for 
adult protective services, and many of these were reporting instanc-
es of financial exploitation.78 GAO interviews with state officials con-
firmed this trend, and these reports have confirmed earlier studies.79 
Increasing numbers of cases are an indicator of growing demand for 
services, either for investigation by state personnel or intervention 
on behalf of abused clients. Data showing an increase in the number 
of cases could be due to an increase in abuse of the elderly, or to in-
creased awareness by the public thus generating additional reports 
of abuse.80 Despite increased reporting of potential cases, GAO indi-
cated that adequate funding for staffing, training, and public aware-
ness is difficult to maintain, especially in the face of state budget 
constraints. 
Federal and state role — Three federal statutes define federal and state 
roles in addressing elder abuse, neglect and exploitation in domestic 
settings. The Social Service Block Grant (SSBG; Title XX of the Social 
Security Act) authorizes funds to states for a wide array of social 
services, including prevention of abuse, neglect, or exploitation of 
adults unable to protect their own interests. States decide how much 
of their block grant funds they will spend on protective services 
as well as many other service categories. The Older Americans Act 
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authorizes formula grants to states to develop and strengthen pro-
grams for the prevention, detection, and assessment and treatment 
of abuse, and to develop public education and outreach services to 
promote awareness of instances of abuse. The Elder Justice Act (EJA), 
enacted by the Patient Protection and Affordable Care Act of 2010 
(PPACA), authorizes grants to state adult protective service pro-
grams under the SSBG. 
Medicare and Medicaid statutes govern investigation of abuse in fa-
cilities that receive reimbursement under those programs, and the 
long-term care ombudsman program, discussed above, is respon-
sible for investigating and resolving complaints of residents in long-
term care facilities. (For more information on the EJA, see the Forum 
report, “Elder Justice Act: Addressing Elder Abuse, Neglect and Ex-
ploitation,” by Carol V. O’Shaughnessy, November 30, 2010, available 
at www.nhpf.org/library/details.cfm/2836.) 
Each state has developed its own statutory, regulatory, and admin-
istrative authorities to address elder abuse issues. Most states have 
designated agencies, known as Adult Protective Services (APS) agen-
cies, to administer services to protect adults from abuse, neglect, or 
exploitation. State agencies on aging in 22 states administer APS 
programs.81 In most states, APS programs are considered the first 
responders to reports of abuse, neglect, or exploitation.82 
Funding — Funding to prevent elder abuse, neglect, and exploitation 
comes from a variety of sources but is primarily from state and local 
sources. To the extent that federal funding supports APS, it is pri-
marily from the SSBG. In FY 2009, of the $1.9 billion83 SSBG funding 
for all services, states spent $216 million for APS programs, about 12 
percent of their total allotments.84 In most states, SSBG funding far 
outweighs funds under the Older Americans Act.85 Congress has ap-
propriated a little more than $5 million for the Title VII elder abuse 
prevention program for each of the past several years. No funds have 
been appropriated under the EJA, as of the fall of 2011.
In 2011, AoA awarded funds to a national APS Resource Center to 
help state and local adult protective services systems respond more 
quickly and intervene more effectively in cases of adult abuse, ne-
glect, and exploitation. The Center is tasked with identifying evi-
dence-based practices for APS programs and interventions, compil-
ing research relevant to APS programming, and providing technical 
assistance to state and local APS programs.86 
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Program assessment — Congressional hearings and reports over the 
years have pointed to the need for greater federal-level attention on 
prevention of elder abuse, neglect, and exploitation. Among other 
things, experts have recommended improved national level data col-
lection that would estimate and track the extent of the problem and 
increased funding to states to address prevention, detection, and in-
vestigation of abuse incidence, as well as to fund public awareness 
programs. Congressional concern and actions by advocates culmi-
nated in the enactment of the EJA in 2010. The law authorizes several 
grant programs including a new state formula grant program for 
APS under the SSBG.87 It also establishes requirements for report-
ing of crimes in long-term care facilities, and creates advisory bodies 
on elder abuse with the Department of Health and Human Services 
(HHS). 
In addition, GAO found that federal leadership on elder justice is-
sues is lacking. It stated that the Older Americans Act requires AoA 
to develop a long-term plan to establish federal guidelines for state-
level uniform data collection on abuse, but the agency has taken 
only limited steps to do so. According to GAO, state APS agencies 
face numerous challenges in preventing, identifying, and resolving 
elder abuse issues. Even though some agencies, such as AoA and the 
Department of Justice, have taken some steps to assist states, their 
activities have had a “limited impact on the elder justice field” and 
have been hampered by limited funding. The EJA, if funded, could 
assist federal and state agencies improve their efforts to address el-
der abuse.88 
State Health Insurance Assis tance Program ( SHIP)
The State Health Insurance Assistance Program (SHIP), created by 
the Omnibus Budget Reconciliation Act of 1990 (OBRA 1990) and ad-
ministered by CMS, provides grants to states for counseling, infor-
mation, assistance, and outreach programs for Medicare beneficia-
ries and their families regarding health insurance. The program was 
originally established to help older people choose Medicare supple-
mental insurance (Medigap). It has expanded to provide counseling 
and information to beneficiaries on a wide range of Medicare and 
Medicaid issues, as well as Medigap, Medicare Advantage plans, 
long-term care insurance, and resolution of claims and billing prob-
lems.89 A major program focus is to help older people choose pre-
scription drug plans under Medicare Part D and enroll in Medicare 
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Savings Programs that help low-income beneficiaries pay for Medi-
care, premium, copayment and deductible amounts. 
Of the 54 SHIP state grant programs, two-thirds are administered 
by state agencies on aging and the remainder are administered by 
state insurance commissions. The SHIP program recruits and trains 
counselors (primarily volunteers) to conduct one-on-one counseling 
to Medicare beneficiaries through over 1,300 local sponsoring agen-
cies. In 2008, over 12,000 counselors served more than 4.8 million 
beneficiaries through one-on-one, in-person, and telephone counsel-
ing and assistance, as well as through public education programs. At 
the community level, most SHIPs are operated through area agencies 
on aging. As more people become eligible for Medicare, demand for 
counseling and assistance on Medicare issues is likely to increase. 
(For more information on the SHIP program, see Forum report, 
“The State Health Insurance Assistance Program (SHIP),” by Carol 
V. O’Shaughnessy, March 29, 2010, available at www.nhpf.org/library/
details.cfm/2778.) 
THE OLDER AMERICANS ACT IN A CHANGING 
SERVICE DELIVERY ENVIRONMENT 
In recent years, AoA has taken steps to modernize and strengthen 
the aging services network through targeted use of discretionary 
funds. It has helped states make system changes aimed at improv-
ing the coordination of LTSS delivery by implementing ADRCs, and, 
through application of evidence-based programs (see Aging and 
Disability Resource Centers, p. 29), address the risk of chronic ill-
nesses among older people and improve transitions across care set-
tings. While new or reprogrammed funding has made it possible for 
these efforts to take place, funding for the Act’s core programs has 
remained relatively flat despite reports of increasing demand. Thus, 
efforts to modernize or improve the core programs, and to bring oth-
ers to scale, have lagged. 
Some observers have indicated that the quality of Older Americans 
Act programs should be assessed to determine what effect they have 
on the lives of older people. Limited evaluative information on the 
core programs is available, in part because variability in program 
models across states and sometimes within states makes it difficult 
to evaluate programs or draw conclusions that could inform nation-
al and state policy development. Although AoA is in the process of a 
Funding for the Act’s core 
programs has remained relatively 
flat despite reports of increasing 
demand.
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number of program evaluations, results will not be available for sev-
eral years. Most observers applaud the increasing use of evidence-
based models for application to aging services in efforts to improve 
quality programming. However, evidence-based models do not ex-
ist for many social services programs; without national guidance or 
availability of information on proven models, quality of services is 
unlikely to be assessed. 
GAO has suggested a number of improvements in AoA’s data collec-
tion procedures on the need and unmet need for services by older 
people. Although AoA issues standardized definitions and measure-
ment procedures for collecting information on the receipt of Title 
III services to state agencies, states have not been required to use 
uniform and standardized measures for assessing need and unmet 
need. According to GAO, this has made it difficult for state and area 
agencies to make decisions about how to prioritize services to those 
most in need. GAO recommended that the Secretary of HHS work 
with other agencies to (i) develop consistent definitions of need and 
unmet need and (ii) propose interim and long-term uniform data 
collection procedures for obtaining information on older people 
with unmet service needs. In response to the GAO recommenda-
tions, AoA cautioned that data collection is hampered by problems 
in defining need and unmet need across multiple services funded 
by different federal, state, and local sources. Also, additional report-
ing burdens on states during a time of fiscal constraints may not be 
feasible.90 Despite the difficulties surrounding data collection, avail-
able AoA data has shown that programs are well-targeted and those 
older people who are served are among those in the lowest income 
groups and have characteristics, such as presence of multiple chronic 
conditions and limitations in daily living activities, that make them 
most vulnerable. 
Some programs that have been central to the Older Americans Act 
are in the process of transformation. For example, the congregate nu-
trition program, in operation for almost 40 years, provides venues for 
nutrition and socialization for many older people. Expenditures for 
the congregate nutrition program are still higher than for the home-
delivered nutrition program (53 percent and 47 percent, respectively, 
of total FY 2010 nutrition expenditures). However, given the rising 
numbers of frail homebound older people, states have increasingly 
transferred congregate nutrition services funds to bolster support for 
home-delivered nutrition services. As a result, some communities 
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have seen downsizing of their congregate programs. Other commu-
nities are developing innovative ways to modernize their congregate 
nutrition programs, for example, by placing nutrition sites in fitness 
and wellness centers for people of all ages. Nutrition administrators 
may need to seek ways to attract private sources of support by im-
proving meal quality, choice, and types, and by diversifying social-
ization activities at congregate sites, as well as partnering with non-
traditional community service providers. 
In addition, some observers indicate that the baby boom population 
may demand improvements or modernization of particular servic-
es. For example, senior centers that offer Older Americans Act core 
programs may need to develop additional, privately supported pro-
grams that appeal to broad cross sections of older people in order to 
attract and sustain the interest and support of baby boomers who are 
able to pay for services. Some publicly funded senior center facilities 
may need capital improvements and additional professional staff to 
attract clientele. As with other aging services, an important goal will 
be to develop sustainable sources of revenue. 
Constrained public resources may spur aging services network 
agencies to assess how to become social entrepreneurs by broaden-
ing their base of financial support. They may need to develop a full 
range of revenue streams, from private pay and cost-sharing servic-
es, as well as public funds, donations, and no-fee services, to help 
increasing numbers of retirees who need and can pay for supportive 
services. They may also need to conduct marketing to retirees who 
seek civic engagement, volunteer opportunities, or leisure activities. 
In doing so, area agencies may need to become competitive with pri-
vate sector organizations that see the aging of society as a source of 
new business revenue and opportunities. This direction is not with-
out some controversy. While some observers indicate that greater 
efforts should be made to develop private sector markets, others be-
lieve that doing so and serving those older people with resources to 
pay for the full cost of services is not the within network agencies’ 
mission that calls for targeting programs to those who are most in 
need. Regardless, it appears that many area agencies have not pur-
sued business development or marketing plans. This has been at-
tributed, in part, to inadequate public sector resources that could be 
devoted to efforts to engage the private sector.91 Moreover, the Act 
allows state agencies to develop cost-sharing policies so that older 
people who can afford to pay for specified services do so; still, many 
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state agencies have not developed such policies, citing administra-
tive burden and limited likelihood of collecting enough funds to be 
worthwhile.92 While these trends play out, AoA is helping area agen-
cies develop a more entrepreneurial approach to aging program-
ming and operations by providing support for an Aging Business 
Academy operated by the National Association of Area Agencies on 
Aging. The Academy provides learning opportunities to help area 
agencies build knowledge and skills in strategic and business plan-
ning, resource development, innovation, and performance man-
agement.93 Several state agencies are developing business tools and 
training protocols targeted at empowering them to leverage new 
partnerships with the private sector.94
Finally, an emerging trend that will affect aging services provid-
ers is the interest by some state Medicaid agencies in shifting from 
traditional fee-for-service arrangements to pay for LTSS for aging 
and disability populations to managed care arrangements whereby 
the state makes capitated payments to managed care organizations 
(MCOs) that arrange for and coordinate these services. While only 
a handful of states operate Medicaid managed LTSS programs now, 
it is expected that more states will move in this direction in the next 
few years. The interest by states is being spurred by state budgetary 
concerns with the hope that managed LTSS programs can save mon-
ey and improve consumer outcomes through coordination of care.
Most area agencies on aging have been providers of LTSS for many 
years and, recently, some have become involved in care transition 
programs. States’ movement toward Medicaid managed LTSS and 
other care coordination services, such as management of care tran-
sition programs, could potentially require those area agencies that 
have not operated under managed care arrangements to adopt new 
business models that will support their viability in a more com-
petitive environment. While it may be too early to determine what 
impact these trends will have, federal and state policymakers may 
want to focus on what steps may be necessary to help aging network 
providers to operate under Medicaid managed LTSS arrangements. 
BROAD MISSION, LIMITED RESOURCES :  
SUMMARY OF CHALLENGES FOR THE FUTURE 
The mission of the aging services network set out by law is expan-
sive and is aimed at addressing many competing needs of older 
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people across a wide spectrum of services. Despite its broad man-
date and sweep of services, Older Americans Act resources are rela-
tively limited. Some have observed that funding has always been 
small and not kept pace with increasing demands from a growing 
elderly population. As a result, some programs have grown very 
slowly over time, or have not been brought to scale. Some programs’ 
capacity depends heavily on volunteers, thereby masking any need 
for additional staff resources to carry out program func-
tions. Moreover, the aging services network’s decentral-
ized planning and service model has led to variability in 
program implementation across states and communities. 
Nevertheless, despite its funding constraints and vari-
ability in implementation, over the last 40 years, the Older 
Americans Act has encouraged the development and pro-
vision of multiple and varied services for older people. State and 
area agencies have relationships with tens of thousands of service 
providers offering a wide range of services across the nation. Older 
Americans Act funds reach limited numbers of older people, but 
AoA data and other research suggests that they are well targeted to 
vulnerable older people. Because of the mandates that state and area 
agencies have to coordinate services and act as advocates, they have 
the potential to improve access to services for older people by in-
tegrating complex programs funded by multiple financing sources. 
To create an expanding service delivery system and to complement 
limited federal Older Americans Act dollars, state and area agen-
cies on aging have leveraged other federal and state funding sources. 
Thus, aging services network agencies have evolved from planning 
and coordination entities to managers of multiple sources of funds. 
The ability of the aging infrastructure to adapt to changing demands 
has led to added responsibilities and resources. In addition to the 
aging services network administration and management of Medic-
aid LTSS programs discussed above, a range of participant-directed 
home and community-based services are provided by area agencies 
on aging under an agreement between the Department of Veterans 
Affairs and AoA. Policymakers may want to consider other ways to 
build on the aging services network. 
As the population ages, the sheer numbers of elderly will have signifi-
cant impact on the nation’s largest entitlement programs, Social Secu-
rity, Medicare, and Medicaid. This growth will also test the strength 
of the fabric of social and health-support services in communities 
The aging services network’s decentralized 
planning and service model has led to 
variability in program implementation 
across states and communities.
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across the nation and will affect families who care for older family 
members. Aging service providers will face increasing challenges 
in financing and delivering a wide range of community services for 
vulnerable elderly, such as assisted transportation, home care, adult 
day care, nutrition, elder abuse prevention services, and access and 
information about benefit programs. 
In the future, policymakers may need to focus on actions that will en-
able communities to sustain services in the face of growing demand 
of the coming baby boom population. Many observers warn that chal-
lenges to aging services network programs have been heightened by 
the continuing budgetary constraints faced by state and local govern-
ments. In an environment where there is more competition for public 
resources, policymakers and practitioners in the field of aging may be 
forced to develop new advocacy, planning, and sustainability mod-
els. The increasing numbers and heterogeneity of the older popula-
tion may demand more varied service models including those that 
will be able to attract increased private resources and support. All of 
these issues are more salient as Congress reviews the Older Ameri-
cans Act for its scheduled reauthorization during the 112th Congress. 
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PROGRAM / 
SERVICE CATEGORY
Federal Legislative Authority, or,
if applicable, Other Authority Services Provided
Administrative 
Agency
Home and 
Community-Based 
LTSS
Older Americans Act (Titles III 
and, for Native Americans, Title 
VI); Medicaid home and com-
munity-based services programs 
(Section 1915(c) of the Social 
Security Act and other Medicaid 
state plan options); Social Services 
Block Grant (SSBG)
Wide range of services, includ-
ing home care (for example, 
homemaker, home health, 
personal care), transportation, 
adult day care 
AoA 
CMS 
ACF
Outreach, 
Information, and 
Assistance 
Older Americans Act 
(Titles III and, for Native Ameri-
cans, Title VI); SSBG; Medicaid 
(state plan options); state and 
local funds 
Connecting older people and 
their families to information 
about programs and services
AoA 
ACF
CMS
Care Management 
for Home and 
Community-Based 
LTSS 
Older Americans Act (Titles III 
and, for Native Americans, Title 
VI); Medicaid home and com-
munity-based services programs 
(Section 1915(c) of the Social 
Security Act and other Medicaid 
state plan options); SSBG
Needs assessment, care plan-
ning, monitoring of services 
provided
AoA 
CMS 
ACF 
Nutrition Services 
(Congregate and 
Home-Delivered 
Meals)
Older Americans Act; SSBG; 
Medicaid home and communi-
ty-based waiver programs for 
home-delivered meals (Section 
1915(c) of the Social Security Act); 
state and local funds
Meals in congregate settings, 
or in a person’s home; nutri-
tion counseling and education; 
socialization
AoA 
ACF  
CMS
APPENDIX: Selected LTSS and Health-Support Services  
Managed by the Aging Services Network
AoA — U.S. Administration on Aging
ACF —  U.S. Administration on  
 Children and Families                   
CMS — Centers for Medicare & Medicaid Services
DOL — U.S. Department of Labor
HHS — U.S. Department of Health and Human Services
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PROGRAM / 
SERVICE CATEGORY
Federal Legislative Authority, or,
if applicable, Other Authority Services Provided
Administrative 
Agency
Family Caregiver 
Services
Older Americans Act 
(Titles III and, for Native Ameri-
cans, Title VI); SSBG; state and 
local funds
Information and assistance 
to caregivers about available 
services, individual counseling, 
organization of support groups 
and caregiver training, respite 
services to provide families tem-
porary relief from caregiving 
responsibilities, and supplemen-
tal services (such as home care 
and adult day care) on a limited 
basis that complement care 
provided by family and other 
informal caregivers.
AoA 
ACF
Prevention of Elder 
Abuse, Neglect, and 
Exploitation / Adult 
Protective Services
Older Americans Act  
(Titles III and, for Native Ameri-
cans, Title VI); SSBG; state and 
local funds
OAA program provides sup-
port for outreach and educa-
tion campaigns to increase 
public awareness of elder 
abuse, neglect and exploitation 
and prevention strategies; for 
example, support to elder abuse 
prevention coalitions. The SSBG 
provides funds for adult protec-
tive services.
AoA 
ACF
Disease Prevention 
and Health 
Promotion Services
Older Americans Act  
(Title III); SSBG; state and local 
funds
Health promotion services, such 
as screening for blood pressure, 
cholesterol, hearing, nutrition 
counseling, immunizations, 
exercise programs.
AoA 
ACF
Long-Term Care 
Ombudsman 
Program
Older Americans Act 
(Titles III and VII, and, for Native  
Americans, Title VI); SSBG; Med-
icaid in certain instances; state 
and local funds
Investigation of complaints 
of residents of long-term care 
facilities (nursing homes, as-
sisted living facilities, board 
and care homes, similar adult 
care homes) and protection of 
residents' rights.
AoA 
CMS
APPENDIX  (continued) 
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PROGRAM / 
SERVICE CATEGORY
Federal Legislative Authority, or,
if applicable, Other Authority Services Provided
Administrative 
Agency
Senior Community 
Service Employment 
Program
Older Americans Act  
(Title V); state and local funds
Part-time community service em-
ployment for unemployed people 
age 55 and over who have poor 
employment prospects.
DOL
Aging and Disability 
Resource Centers 
(ADRCs)*
Older Americans Act (Title II); 
PPACA of 2010; Medicaid in 
certain instances; state and local 
funds
Single point of entry for con-
sumers to receive information 
on  available public and private 
LTSS programs;  personal coun-
seling to assist individuals in as-
sessing LTSS, and development 
and implementation of a plan 
to meet their needs; and help 
to consumers to access publicly 
supported LTSS programs for 
which they may be eligible.
AoA 
CMS
Alzheimer’s 
Disease Supportive 
Service Grants
Public Health Service Act  
(Section 398); SSBG; state and 
local funds
Delivers supportive services 
and facilitates informal support 
for people with Alzheimer’s 
Disease and Related Disor-
ders (ADRD) and their family 
caregivers using proven models 
and innovative practice; trans-
lates evidence-based models 
that have proven beneficial for 
persons with ADRD and their 
family caregivers into commu-
nity-level practice; and ad-
vances state initiatives toward 
coordinated systems of home 
and community-based care–
linking public, private, and 
non-profit entities that develop 
and deliver supportive services 
for individuals with ADRD and 
their family caregivers. 
AoA 
ACF
APPENDIX  (continued) 
*  For more information on ADRCs, see "Aging and Disability Resource Centers 
(ADRCs): Federal and State Efforts to Guide Consumers Through the Long-Term 
Services and Supports Maze," by Carol V. O’Shaughnessy, Background Paper 
No. 81, November 19, 2010, available at www.nhpf.org/library/details.cfm/2835.
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PROGRAM / 
SERVICE CATEGORY
Federal Legislative Authority, or,
if applicable, Other Authority Services Provided
Administrative 
Agency
State Health 
Insurance Program 
(SHIP)
Centers for Medicare & Med-
icaid Services (Omnibus Budget 
Reconciliation Act (OBRA) of 
1990); SSBG; state and local 
funds
Counseling, information, assis-
tance, and outreach programs 
for Medicare beneficiaries and 
their families regarding health 
insurance issues.
CMS 
ACF
Lifespan Respite 
Care Act
Public Health Service Act  
(Title XXIX)
Temporary relief for caregiv-
ers of children and adults with 
special needs.
AoA
Community Living 
Assistance Ser-
vices and Supports 
(CLASS) Act†
Public Health Service Act 
(Title XXXII)
Federally administered vol-
untary insurance program to 
help adults age 18 and over 
with disabilities pay for LTSS, 
enacted March 23, 2010. Sub-
sequent to passage of the law, 
HHS analyzed possible CLASS 
implementation options that 
are consistent with the statutory 
requirements that the program 
be actuarially solvent over the 
next 75 years and that it be 
self-funded. After a 19-month 
period of analysis, HHS officials 
stated in testimony before the 
House Committee on Energy 
and Commerce on October 26, 
2011, that it had suspended 
work on the CLASS Act.
AoA
APPENDIX  (continued) 
†  For more information on CLASS, see "The Community Living Assistance 
Services and Supports (CLASS) Act: Major Legislative Provisions," by Carol 
V. O’Shaughnessy, The Basics, June 9, 2010, available at www.nhpf.org/library/
details.cfm/2790.
